
REPORT ON THE PROGRESS OF SURGERY.
BY H. L. BURRELL, M.D., AND H. W. CUSHING, M.D.

CEREBRAL SURGKRY.

There have been a few important contributions to
the surgery of the brain. Mr. Victor Horsley's paper '
read at the last annual meeting of the British Medical
Association, gives the details of operating on the
brain and the dangers that arise in the after-treatment
of such cases. The following cases are recorded, all
of which were successful. Two trephinings for trau-
matic epilepsy ; the removal of a tubercular tumor
from its previously located position at the junction of
the lower and middle thirds of the ascending frontal
convolutions. The cases of Mr. Horsley, Dr. Clark,
of Glasgow, and the recent case of Hughes Bennett
and Pearce Gould 2 seem to indicate that trephining
for traumatic epilepsy, is becoming an established
operation ; It is certainly a justifiable, although not
always a successful operation. On the other hand,
the removal of tumors from the brain substance is not
as encouraging. Four cases havebeen recorded ; the
case of Mr. Godlee8 and Dr. Bennett, which cannot be
regarded as successful, a case by Dr. Kirschfelder, of
San Francisco, in which death occurred on the seventh
day ; Mr. Horsley's successful case ; and the success-
ful removal by Dr. Durante, of Rome, of an endo-cra-
nial tumor from the base of the skull.
Of interest from a practical point of view is the

London Pathological Society's exhibit of cerebral
tumors * in which out of forty-four specimens of intra-
cranial growth, only two would be suitable for an

operative attack.
COMPRESSION OF THE BRAIN.

E. von Bergmann in a recent report,5 an interestingreview of which has already appeared,6 states that the
mechanical action in compression of the brain, is simi-
lar to progressive cerebral anasmia from other condi-
tions. That the blood is driven from the capillaries
by pressure, as water from a sponge, causing impaired
nutrition, the effect of which is first irritation and sub-
sequently paralysis of the nerve centres. Thus the
pulse at first, through irritation of the vagus, is re-

tarded, but later, when paralysis of the latter occurs,
becomes more accelerated. For his reasons in detail,
the reader is referred to the original article; which isalso valuable from its reference to the latest advances
in closely related subjects.
A NEW CONTRIBUTION TO THE STUDY OF CRANIAL

AND SPINAL 1NJLRIES.

Dr. B. von Beck' during the last two years the
author has investigated one hundred and eighty-two
cases of injuries of this nature, of which number, one
hundred and seventy-five occurred in military, and
seven in civil practice. Twelve cranial, and thirteen
spinal injuries are reported in detail with full com-
ments on the cases. He contrasts briefly the symptoms
of pure commotio cerebri with shock, excluding fromconsideration those so-called mixed cases of concus-
sion, in which associated with the conditions of con-
cussion dynamic or structural disturbances by rupture

1 British Medical Journal, October 9,188C, p. (!70.
-

British Medical Journal, January 1,1887, p. 12.
3 British Medical Journal, May 1C,' 188"), p 988.
4 British Medical Journal. February 0, 1880, p. 249."Arbeiten ausderchir. Klin der Königl. Utiirers. Berl. I, Th, I.«Annals of Surgery, Aug., 1886.
7 Deutsche Ztschr f. Chir. Bd. xxiv, 1-150,1886.

of the connection between the delicate vessels of the
meninges and the brain itself, are followed by haem-
orrhage. The latter may be very slight, and generally
occur in the cortex, rarely in the deeper-situated
vascular tracts. In regard to cortical centres, v. Beck
adopts the view that these are, indeed, the termina-
tions of different conduction-paths, but that by abun-
dant anastomoses impressions are rapidly transferred
to neighboring structures, which act as substitutes ; and
disapproves an extensive localization of individual
smaller circumscribed cortical centres.
After a short enumeration of the disturbances of

motor and sensory functions observed in all the severer
spinal injuries, the author mentions the participation
of the vaso-motor nerves, which are always present
when the gray substance of the cord is involved. Pria-
pism is a cardinal symptom. Other symptoms which
subsequently soon appear, and can be ascribed only to
a vaso-motor paralysis, are delayed capillary circula-
tion in the paralyzed limb, dilatation of vessels and
consequent slight oedema of skin and subcutaneous tis-
sues, anda slow return of normal color of the skin after
circumscribed pressure. Elevation of temperature of
paralyzed areas. Trophic disturbances accompany
these vaso-motor changes hand in hand, as is shown by
a predisposition to pressure gangrene, and atrophy of
tissues, especially muscular. For a full analysis of the
symptomatology the reader is referred to the original
monograph. In regard to the treatment of these in-
juries the following brief synopsis of the author's opin-
ions and experience, is especially of interest. Three
complications appearing soon after the injury are par-
ticularly dangerous to life, namely, decubitus, myelitis
with its sequelae, and purulent cystitis, the prophy-
laxis and treatment of which is given in detail. In
fractures of the spine, v. Beck discountenances all ex-
tensive manipulations, which he claims are, as a rule,
detrimental, and seldom of value.
OPERATIVE TREATMENT OF EMPYEMA OF THE AN-

TRUM HIGHMORI.

The disadvantages of an artificial opening in this
affection in the roof of the oral cavity as heretofore
made, are that the opening is not always permanent
enough (the suppuration sometimes lasting for years),
and the easy access of particles of food to the autrurn,
thus prolonging or aggravating the suppurative pro-
cess. To avoid these, Mikulicz 8 proposes to estab-
lish the opening for drainage in the lower nasal pas-
sage at the level of the inferior turbinated bone. The
inner wall at this point is quite thin, and easily per-
forated by a short-bladed stylet. By cutting down-
wards and forwards, no harm is done, for the wall
here becomes thicker and resists the instrument. Too
free haemorrhage is controlled by iodoform gauze
tampons. The after treatment consists in washing out
the antrum with a balloon syringe having a curved
nozzle. He found the operation easy on the cadaver,
but an abnormally narrow nostril or excessive thick-
ness of a turbinated bone might render it impracti-
cable.
In a man aged thirty-three, affected for several

years with empyema of the antrum, this treatment
proved successful in four weeks.

OPERATIVE TREATMENT OF CLEFT PALATE.
J. Wolff9 reports twenty successful cases in which
»Centbl. f. Chir., 1888, No. 24.
» Arch, f. Klin. Chir., 1886. Bd. xxxiii, Hf. 1.
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he has closed the palatal defect by operation correct-
ing at the same t\me any existing labial and nasal de-
fects. The after-treatment consists in fitting the pa-
tient with a vulcanized soft-rubber obturator,10 and
training the wearer in use of the voice until power of
speech is fully acquired. Eventually the person may
learn to talk without it. He recommends operating
with the head dependent, and emphasizes the impor-
tance of minimizing the amount of haemorrhage, which
he controls by uninterrupted firm pressure of from
two to four minutes with pledgets of salicylated
gauze held in situ by the finger or spatula. During
the operation (and for the first few days following) the
whole oral and pharyngeal cavities are irrigated with
a tepid salicylic solution which the dependent posi-
tion of the head renders possible, and diminishes the
amount of swelling of the wound edges. The ad-
vantages of this method claimed by Wolff, are the
diminished amount of haemorrhage, the opportunity
for irrigation, which aids greatly rapid union, the
rapid acquirement of good power of speech, and its
adaptability not only to adults but also to young
children.
REMOVAL OF CARCINOMA OF THE MOUTH, ISTHMUS

OF THE FAUCES AND PHARYNX.

After a short review of a.full report of twenty op-
erations for the removal of wide-spreading cancer of
the mouth and pharynx, in addition to eighteen unoper-
able cases, Polaillon u gives the following conclusions :

(1) That pneumonia is a very dangerous sequía of ex-
tensive operations of the mouth and pharynx. (2)
The chief danger is haemorrhage. (3) That antisepsis
is the best safeguard against the former and prelimi-
nary ligation of the carotid (double ligature and divi-
sion of vessel) against the latter, not only at time of
operation, but also secondary. (4) That preliminary
tracheotomy is indicated only where asphyxia is to be
feared during the operation. Its proplylactic value
against pneumonia is doubtful. Polaillon agrees with
Verneuil that non-closure of the facial wound and
through antiseptic irrigation are of far greater value
against this danger. Of Polaillon's twenty cases sub-
jected to operation, one died from syncope at the end
of the operation, three from haemorrhage, two from
sepsis, two from pneumonia ; total eight.

INFECTIOUS SUBMAXILLARY CELLUL1T1S.

Paul Tissiern records two cases of Ludwig's an-
gina, and elaborately reviews the subject.
it manifests itself in persons between twenty-five

and thirty years of age, and frequently occurs after
exposure to cold.
After three days of prodromata, the neck becomes

swollen and painful. The tongue is so swollen that
it is immovable, the buccal mucus membrane is red-
dened and there is great salivation. The mouth can

hardly be opened owing to the swelling of the neck,
and the chin is obliterated. At the end of a week,
after marked oscillations of temperature, suppuration
or gangrene occurs.
The disease is a grave one, an infectious process of

a septic character, and is supposed to be due to a
lesion of the buccal cavity, through which the germs
enter the tissues between the chin and hyoid bone.
» Arch. i. Klin. Chir., Ba. xxv, p. 898, 1880.
11 Gaz. de Par., Mi, 29-31, 1886.
12 Le Progrès Medical, 188«, No. 35, 30, 37, 38.

CICATRICIAL STENOSIS OF THE TRACHEA.

Küster 18 reports the following classification of the
above trachéal affection, which he divides into four
groups according to its origin :

(1) Traumatic, resulting in a majority of cases
from attempts at suicide.
(2) Syphilitic.
(3) Neoplastic, sarcoma and carcinoma.
(4) Diphtheritic most common, (a) " Granulation "

stenosis, generally at upper border of wound, due to a
certain predisposition in addition to the irritation from
the tube. Appears at times in form of a " granulo-
ma
" of the mucous membrane after cicatrization of

the external wound, (b) Submucous stenosis caused
by a puckering of the mucous membrane into trans-
verse or longitudinal folds, and depressions by the sub-
mucus scar-tissue. The resulting chronic inflamma-
tion can cause softening of the cartilage and extend
into the peritracheal tissue, (c) Mucous stenosis,
most severe and also the rarest form, generally fatal.
Of the diphtheritic form Küster has collected from

among 709 tracheotomies, 17 cases of stenosis. Of
these 12 were successfully treated, 3 were discharged
not cured, 2 terminated fatally ; one from chloro-
form, the other from a peritracheal abscess. The
treatment consisted in opening the trachea, and re-

moving all granulation tumors, bands, or folds. The
trachea was then kept patent by a systematic dilata-
tion through the opening. In traumatic strictures a

partial excision of the trachea is claimed to be the
only means of obtaining a permanent cure.
OPERATIVE TREATMENT OF PULMONARY ECHINOCOC-

CUS.

J. Isreal reported a case of echinococcus of the
lung, treated successfully by operation. From per-
sonal experience and from the reported cases of
Schede, Cornil and Gibier, he concludes that treat-
ment by incision and drainage, in the manner de-
scribed in the report, is attended by far less dangerous
consequences than an exploratory puncture which in
three cases was followed at once by death from suffo-
cation, in consequence of the cyst rupturing into the
bronchi. In all three cases this rupture resulted from
violent paroxysms of coughing, which the puncture
caused. Hence it is of great importance that puncture
should not be attempted until this reflex irritability
has been controlled by morphine or chloroform nar-
cosis. The latter is preferable if a radical operation
can be at once performed. The details of the opera-
tion are fully described."
RESECTION OF THE THORAX IN REMOVAL OF

TUMORS OF THE CHEST-WALL.

Prof. H. Maas 15 has discussed this procedure, and
after reporting three cases gives the following conclu-
sions :—
(1) That in aseptic operations and after-treat-

ment, even where large portions of the ribs and costal
pleura have been removed, a rapid expansion of the
collapsed lung can occur without inflammation or in-
flammatory adhesions of the parietal with the visceral
pleurae, or with the soft parts used to cover the defect.
(2) That the two great dangers from opening the

pleural cavity and exposing the lung, namely, loss of
13 Versammlung deutscher Naturforscher und Aertze zu Berlin.

Beil. Klin. Wochenchr, Oct. 4, 1886." Deutsche Med. Wochenschr. xii. No. 19. May 13, 1886.«Arch. f. KHn. Chir., Bd. xxxiii, Hf. 2, 1886.
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moisture by evaporation, and sudden cooling of the
exposed thoracic organs, can be avoided by the use of
a steam-spray.
(3) That irrigation of the thoracic organs should be

avoided, if possible, and when necessary, a non-irritat-
ing solution (salicylic acid) of the temperature of the
body should be used.

STRICTURE OF THE (ESOPHAGUS.

The treatment of this affection is again called to
notice by Maydl.16 The various methods adopted,
since the operation of gastrostomy has furnished an

opportunity of attacking a stricture from below, show
a gradual improvement of the efficiency of surgicalinterference in these cases. Rejecting the old method
of attempting dilatation per orem, the gastric opening
was utilized to pass bougies through the stricture
from below upwards (Bergmann, Schattauer). Others
have used the gastric fistula to pass a thread from the
mouth through the oesophagus to the artificial opening
by passing a slender sound through from above and by
means of this thread dragging into place the selected
instrument, (rubber drainage-tube Weinlechner and v.
Hacker, bougies, etc.), by which the actual dilatation
of the constriction was to be accomplished. Maydl
has introduced an apparently much improved method
in that having once succeeded in finding a passage
through the stricture it is never lost till the dilatation
is complete. Briefly described, the operation is as
follows. A small bougie, No. 5, to the upper end of
which is attached a strong double silk thread twice
the length of the bougie, is passed down the oesopha-
gus and pulled out through the gastric opening by
seizing its tip as it projects from the cardiac orifice
with a pair of forceps, introduced for that purpose.
The oral end of the thread is now fastened to the tip
of a No. 10 bougie, which is drawn carefully down
into the stricture, so that its upper end (to which a
thread similar to the first is attached) is well in the
oesophagus. This remains in situ twenty-four hours,
and is then withdrawn, by means of the lower thread,
through the gastric opening leaving the upper thread
in its place, by which the next bougie could be drawn
into position. The bougies are allowed to remain in
situ twelve hours; and a larger one is introduced every
second day. As the dilatation progresses the period of
actual dilatation is diminished with each successive
instrument. A small amount of cocaine (five per cent,
solution) exhibited per orem reduces the irritation
from manipulation. Introduction of the thread through
the nose causes less irritation than through the mouth.
In Maydl's patient this method caused a rapid im-
provement, and was far superior to the old system in
rapidity of effect. It seems well adapted to the treat-
ment of œsophageal strictures, cieatricial and non-

malignant in character.
A NEW METHOD OF GASTROSTOMY.

The difficulty in preventing the escape of the con-
tents of the stomach after gastrostomy is well known ;
and also how unsatisfactory, as a rule, are the numer-
ous appliances devised for this purpose. Again, the
rule of making the fistula as small as is possible, and
allow the introduction of food, fails to remove this
annoyance. The continual discharge also keeps the
edges of the wound in a state of ulcération. After

10 Ueber ein neues Verfahren der dilatation von Narbenstricturen
des Œsophagus bei vorhandener Magenfistel. Allg. Wien. Med. Ztg.-lune 15, 1886.

describing a number of the mos.t efficient means of
meeting this difficulty, and stating their disadvantages,
v. Hacker17 proposes to solve the problem by placing
the wound of operation two and one-half to three cm.,
to the left of, and parallel to the linea alba, so that
after the operation the powerful contraction of the
rectus muscle shall, by enclosing the opening in its
fibres, act the part of a sphincter. Another advantage
claimed is, that the incision of the rectus in the direction
of its fibres and subsequent suturing of the peritoneum
to the skin makes it more difficult for the gravitation
of pus to occur between the muscular planes of the
abdominal wall, and is more favorable to primary
union, than when it is cut obliquely or transversely.
After giving the arguments why this situation is
equally as advantageous as the " Fenger " incision
which is regarded as the most practical and is most
commonly employed (one finger-breadth from, and
parallel to the left costal arch), and quoting Ilyrtl,
Langer, Henle, Luschka and others as his authorities
for his statements in regard to the anatomical position
of the stomach in relation to the abdominal wall and
to the proposed seat of operation, v. Hacker describes
in detail a case in which this plan had been practised.
The indication for gastrostomy was the existence of a
very narrow stricture of the oesophagus near the car-
diac orifice caused by carcinoma. The operation was

as follows. The abdominal incision was eight cm.
long, commencing at a point one finger-breadth from
the left costal arch, two and one-half cm. from the
median line, and parallel to it. After opening the
rectus sheath, and dividing the muscle by separating
the fibres with a blunt instrument, the peritoneal cavity
was opened. The stomach appeared in the wound. A
fold of the anterior wall above the fundus was diawn
out of the incision and held in position by transfixing
it with a needle, the ends of which rested on the ex-
ternal surface of the edges of the abdominal incision.
After suturing the edges of the parietal peritoneum to
the skin, at the seat of the proposed fistula, and clos-
ing the abdominal wound above and below this point,
the stomach wall was fastened to the wound by eigh-
teen sutures passed through the serous and muscular
coats, so as to close the peritoneal cavity. For
greater surety, several of these included the skin.
Iodoform gauze dressing. The following day the
needle was removed. Two days later the exposed
surface of the stomach was divided, the mucous mem-
brane and skin united by suture, and the patient fed
through a medium-sized drainage-tube inserted in the
opening. On account of the escape of the contents of
the stomach an especially devised obturator was sub-
stituted. The patient was convalescent in four weeks,
and until his death, two and a half months after the
operation, from extension of the carcinoma to the
lung, his condition was much alleviated. The fistula
showed no signs of dilating, and thus a continual
change to larger-sized tubes to prevent leakage, as

commonly occurs, was avoided. After the wound
had healed, the opening could be closed by approxi-
mating its sides laterally by a strip of plaster. If left
entirely open the gastric contents escaped on reaching
the level of the opening, especially in an erect atti-
tude. The dissection of the rectus muscle parallel to
its fibres causes far less haemorrhage than when these
are divided transversely. Dissections on the cadaver
show that if the fistula is established in the upper
» Wien. Med. Wochschr, xxxvi, No. 31-32.
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part of v. Hacker's proposed incision, its site exactly
coincides with that of the " Fenger " incision, the latter
intersecting the former in its (v. Hacker's) upper one
third. It was also found that the stomach was easily
accessible. The incision of the rectus should be be-
tween the highest and next inferior lineae transverse.

(To be continued.)

Clinical Memoranda.
A CASE OF HYDATIDIFORM MOLE.1

BY JAMES R. CHADWICK, M.D., BOSTON.

Among the cases of " Congenital Stenosis of the
Female Genital Tract " published by me in the Bos-
ton Medical and Surgical Journal of June 3, 1886,
was one (Case 3) in which there was an almost com-
plete closure of the vagina just in front of the cervix
uteri, which was entirely relieved by operation, when
the patient passed from observation seven years ago.
I was summoned to see her in consultation with Dr.
A. E. McDonald, of this city, on June 6th, when I
learned the following facts of her subsequent history.
A healthy child had been born to her eighteen months
ago ; from the eleventh month of lactation, menstrua-
tion had recurred regularly until April 22d, the day
on which she weaned her child, when it failed to ap-
pear. She had no special symptoms until May 7th,
when her child was taken ill and she began to pass a
small quantity of watery blood, which recurred in the
subsequent four weeks almost every time she lay
down. From that date the vomiting was very fre-
quent and severe. Dr. McDonald was called about
June 1st, when she passed a considerable clot. He
found the uterus enlarged systematically, almost to
the naval, and the vomiting controllable only by fre-
quent doses of morphine. On June 6th, eleven weeks
after the last menstruation, I found the patient in good
physical condition with the temperature below 100UF.,
but the pulse 140-150. The vomiting was so frequent
that scarcely anything was retained on the stomach.
The pregnant uterus rose an inch above the navel, no
foetal parts could be felt and no foetal pulse or pla-
cental bruit heard : the aortal pulse was. however,
transmitted with remarkable distinctness. I was un-
able to reconcile the size of the womb with the data
as to menstruation given by the woman. The size of
the womb corresponded with the sixth month of gesta-
sion, yet at that period the fœtal parts and heart
sounds should have been recognizable. The cervix
was not soft, but exhibited a deep laceration on the
left side, from the angle of which a cicatricial seam
extended across the vault of the vagina. The lips
were everted and granular ; the touch caused the
granulations to bleed freely, so that I cauterized them
with nitrate of silver under the impression that the
haemorrhages might be attributable to that source, as
in a case I had recently seen. No diagnosis was made
then, but that afternoon it suddenly flashed into my
mind that the manifestations of the case were identical
with those of the case of hydatidiform mole reported
by Dr. W. L. Richardson at the last meeting of this
Society ; the omission of two catamaenise, the repeated
sero-sanguineous discharges from the sixth to the
eleventh week, the sudden enormous development of

1 Read before the Obstetrical Section of the Suffolk District Medi-
cal Society, June, 1886.

the uterus without evidence of a foetus, the incessant
vomitings. No cysts had, however, been evacuated.
I accordingly wrote to ask Dr. McDonald to meet me
at the patient's house on the second day after (June
8th), when we found that the woman had been vomit-
ing incessantly for the past twenty-four hours ; she
was much exhausted and hada weak pulse of 140-150.
Dr. McDonald administered ether and I tried ineffect-
ually to pass my finger through the inner os. The
cervix was rigid and unyielding, so that I had to re-
sort to Goodell's dilator to open the canal. Though
this was done very slowly and carefully, I soon rec-
ognized that the cervix was splitting in the line of
the former rent. When dilatation was sufficient to
admit my finger into the interior I could feel the
smooth surface of a blood-clot. Dilation was contin-
ued by the fingers alone for about fifteen minutes
longer, until three fingers could pass into the interior,
when fresh haemorrhage became so profuse that
prompt evacuation was manifestly imperative. The
hand was passed into the vagina and after a few ef-
forts into the womb. Handful after handful of cysts
held together by blood-clots and chorionic membranes,
were thrown out into a basin while fresh blood streamed
from the vagina. Within thirty seconds the uterine
cavity Was empty and the fundus, stimulated by the
manipulations of the other hand through the abdom-
inal wall, contracted at once and permanently. The
haemorrhage, however, continued, though less pro-
fusely. Hastily inserting a speculum I saw the blood
issuing from a deep rent in the cervix and the vaginal
vault on the left side which opened into the pelvic
cellular tissue. This was promptly arrested by a

tampon of cotton soaked in a solution of perchloride
of iron. The pulse was now found to be nearly im-
perceptible, but came up under repeated subcutaneous
injections of brandy. The convalescence has since
been slow. The next morning Dr. McDonald and I
removed the tampon, washed out with a solution of
permanganate of potash the blood-clots formed by the
iron, and placed a suppository of iodoform in the rent.
On the second day, when 1 was at Providence, she
suffered for twelve hours from exhausting vomiting
which was skilfully checked by Dr. McDonald, who,
I should say, has had the chief care of the patient.
To-day, the patient was comfortable, had no vomiting,
no inflammation ; a temperature of 101°F, but the
pulse still 140. She bids fair to recover. With re-

gard to the ulcération of the cervix and vaginal vault
in the line of the old cicatrix, I believe the mishap to
have been unavoidable in the emergency and more-

over, to be of not infrequent occurrence. I have cer-
tain \y seen it once before when speedy delivery of a
child was necessary to save a patient's life threatened
by inter-partum haemorrhage. The bleeding from the
ruptured vessels in the cellular tissue, was in that
case arrested by a tampon soaked in an iron solution.
No bad symptoms followed and the fissure healed, so
that finally a small notch in the cervix and a cicatrix
across the dome of the vagina alone indicated the ex-
tent of the rupture.
The following letter was received from Dr. Mc-

Donald :

Dear Doctor,— The patient recovered quite well from the
shock oí the operation, but remained for some time weak and
restless. Pain was not at any time prominent nor did she have
much haemorrhage. Her stomach was very irritable, with a
tendency to vomit ; she was, therefore, fed by enemata for thefirst two weeks. A douche of solution of permanganate of iron
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